tylosin and tylosin tartrate have been reported in some of these cases. 25 We report the first case of asthma induced by occupational exposure to tylosin tartrate.
Case report
A 25 year old woman worked for two years in a small factory producing pharmaceutical products for veterinary use. As a laboratory technician, she was exposed to various chemicals during the weighing and mixing process. She noticed that whenever she was exposed to tylosin tartrate powder she would develop a blocked nose, headache, and breathlessness about one to two hours later. There was associated cough with sputum. She would feel tired and feverish at night after returning home from work. The breathlessness was often worse in the late evening. The factory prepared tylosin tartrate solution for injection only once every month during two days. She was free of symptoms on the other days ofthe month when tylosin tartrate was not used. She started having these symptoms about one month after joining the factory.
She had a history of vasomotor rhinitis even before joining the factory. There was no history of asthma or eczema.
OCCUPATIONAL EXPOSURE
The preparation of tylosin tartrate solution was observed and the dust exposure level monitored Accepted 18 July 1988 during the mixing process. The mixing was carried out in a tank containing 20 1 ofdistilled water. The worker added small quantities of citric acid, sodium citrate, and sodium formaldehyde sulphoxal. Twenty kilograms of pure tylosin tartrate powder was then added in several portions. This was done by scooping the powder from a bag and pouring it into the tank. The process was visibly dusty and took about 23 minutes. The mixture was blended by a small rotating propeller. No dust extractor was used. After that a glycol and an alcohol were added.
A quartz crystal microbalance cascade impactor was used to monitor the dust concentrations at the breathing zone of the worker. The average concentrations of exposure to respirable (< 10 iim) and nonrespirable dust during the mixing of tylosin tartrate were 0 50 mg/m3 and 0 37 mg/m3 respectively. The aerodynamic diameter of the respirable dust was predominantly found to be in the 4-9 p.m range. The background total dust concentration was 0-08 mg/m3. There is no threshold limit for comparison.
Two workers were engaged in this process. The other worker had no symptoms. The supervisor of the section, however, had symptoms of rhinitis and chest tightness related to exposure to tylosin tartrate. He would avoid exposure to the chemical and refused any medical investigations.
When not preparing tylosin tartrate solution the workers handled various other chemicals including sulphonamide, streptomycin sulphate, chloramphenicol, oxytetracycline, penicillin, and local anaesthetics.
BRONCHIAL PROVOCATION TESTING
Bronchial provocation testing was carried out as an inpatient. The patient used a small spoon to transfer about 5 kg of pure tylosin tartrate powder (from the factory) between the two compartments ofa tray. This was done in a small room for about 10 minutes.
Two hours later she started complaining of a blocked nose and her FEV, had fallen to 83% of the pre-challenge value. The ratio of the FEV, to the forced vital capacity (FEVIFVC%) was 94%. Five hours after exposure her FEV, had fallen by more than half to 1-2 1. FEV,/FVC% was 59%. Half an hour later rhonchi were detected in her lungs and she had a 499 has been suggested that the circumstances of exposure largely determine whether asthma or dermatitis results.' Without details on the dust concentrations and particle sizes it is difficult to compare the circumstances of exposure in detail. It would be expected, however, that in most cases both skin contact and airborne exposure would occur. Verbov described five cases of tylosin dermatitis from a factory.5 He noted that one of his cases had also complained of dyspnoea for about six months. The case had been in contact with both tylosin and cephalexin for six to seven months and had facial, neck, and chest erythema and excoriated eczema over popliteal fossae. The distribution of the rash could suggest some airborne exposure to tylosin. The possibility that the worker could have occupational asthma from tylosin was not excluded.
Cases of occupational asthma from tylosin or tylosin tartrate have probably not been previously recognised. Animal feed handlers, veterinary surgeons, farmers, and factory workers handling tylosin or tylosin tartrate are potentially at risk of developing occupational asthma. Steps should be taken to reduce all occupational exposure to inhalable tylosin and tylosin tartrate.
